SURGERY, as applied to gastric disease, has of late years attracted much attention. The proposal to treat surgically gastric ulcer and its results is so (comparatively) recent that all records of cases so treated are valuiable, whilst the results have been as a rule so satisfactory that many cases previously looked upon as incurable or neurotic have been subjected to at least exploratory operations with a view, if suitable, to more definite proceedings. These explorations have resulted in the discovery of some conditions which were to a certain extent unexpected, but which have proved amenable to surgical skill-such, for instance, as hour-glass stomach, or early carcinoma-whilst experience has shown that gastric or duodenal perforations are, if attended to without loss of time, by no means the hopeless accidents they were once considered.
results of gastric surgery become better known we may hope to obtain such cases at a much earlier period. (This was written in April, since which time I have had two more cases which were treated in the latter manner; but, although with an immediate satisfactory result, they are of too recent date to be brought forward.)
Of the operation for gastro-enterostomy I have had forty examples, and my experience of this operation has been much more favourable. My mortality has been three: two from recurrent htemorrhage in acute ulcer, and one from exhaustion three days later in a case of carcinoma. There has been no immediate mortality, and otherwise the results have been most gratifying. Of these cases, 18 were males and 22 females. Of gastric cases, 10 were males, 18 females; of duodenal ulcers, 8 males and 4 females.
The following are some of the more interesting cases operated upon by the writer in the Ancoats and Jewish Memorial Hospitals in Manchester during the last three years Case I.-Ulcer of the pyloric area. Resultant contraction. Persistent vomiting for six months; great emaciation. Gastro-enterostomy. Recovery.
Miss G., aged 20, admitted to the Jewish Hospital under Dr. Graff, who courteously transferred her to me, August, 1907. This was a school teacher who had suffered for several years from epigastric pain after food and from flatulent distension. About the latter end of December, 1906 , she began to vomit sour watery fluid intermittently, mingled with the food taken; this persisted up to the time of admission. For about the same time (her statements lacked precision) intermittent paroxysmal pain had been felt in the abdomen, which was not relieved by vomiting, but was, at first, by hot applications. This pain gradually increased, and later could only be controlled by hypodermic injections of morphia; it was equally severe by night as by day. In' addition, food produced a sensation of weight which was relieved by rejection of the food taken. The bowels had been usually constipated, but there was occasional diarrhoea: there was no history of haematemesis. Amenorrhcea had been present for seven months. The girl was greatly emaciated and weighed only 6 st. She was in evident pain, and, though naturally of a very cheerful disposition, showed marked traces of previous and prolonged suffering. Her appetite was poor, and she dreaded taking food, as this immediately intensified her discomfort.
On inflation the lower border of the stomach was found to lie below the umbilicus; through the thin abdominal walls the marked peristalsis of the stomach could be seen culminating as a firm mass-the spasmodically contracted pylorus-on the right side; the upper part of the right rectus muscle showed tonic contraction, and the abdominal wall as a whole was retracted so that the costal margin projected high over the hollow abdomen; the iliac spines were also very prominent. There was marked hyperesthesia over the entire episgastric region. After a test breakfast the stomach contents, removed one and a half hours later, showed total acidity 45, free hydrochloric acid, occult blood (benzidene test) . There was no response to Murphy's test for biliary inflammation.
September 4, 1907: Posterior gastro-enterostomy was performed. The walls of the stomach were normal except near the pylorus on the anterior surface, where the peritoneal coat showed scarring. The pylorus was thickened but smooth and evenly enlarged; not specially hard and without nodulation. Very little chloroform sickness followed, and feeding by the mouth was begun on the third day. On the eleventh day there was some rejection of acid mucoid fluid. On the seventeenth day there was flatulent eructation, with vomiting the same evening of offensively smelling material; these offensive eructations lasted for over a month and from time to time the breath was offensive; the smell resembled that of pancreatic fluid. During the first fortnight she continued to lose weight, but during the third a gain was noted: the abdomen began to fill up and the pylorus to be less sensible to palpation; the pain after food had disappeared since the operation. She left the hospital on October 2, 1907.
On October 28 she reported herself. Her weight was then 8 st. 1l lb., so that she had gained over 2 st. She was quite free from pain at any time and was taking food well and without discomfort; she looked and said that she felt extremely well; there were still, however, occasional offensive eructations. About once a month she reported herself, each month steadily increasing in weight, and in July, 1908, her weight was over 10 st.; she was in excellent health, and very bright and happy; all eructations had completely disappeared for several months.
In this case the evidence of gastric ulcer was clear; and the improvement soon after operation very marked; it is noticeable that for some time, however, the eructation of foul-smelling gas continued, but without actual vomiting except once on the date mentioned above; this gradually but entirely disappeared. Slight gastric dilatation was already present at the time of operation, but it was associated with increased motility. The loss of blood was slight, and could only be detected by the benzidene test. Case II.-Recurrent gastric hemorrhages. Posterior gastroenterostomy.
Repeated losses of blood after operation. Death from acute anaxmia due to bleedizg. Post-mortem finding of ulcer of posterior wall with close adhesion to pancreas and liver.
In December, 1907, I was requested to see a mnan aged 40, with Dr. Paget, of Manchester. For five years he had had an annual attack of hLematemesis, from each of which he had pretty rapidly recovered under treatment. Just before our visit he had undergone two attacks within a fortnight of one another, and when I saw him the bed and floor of his room were covered with the coffee-coloured material he had vomited. His lips and conjunctivae were white, his pulse thin and rapid (120); there was a great tendency to syncope, only prevented by a supine position with the head lower than the trunk. All food was immediately rejected, so that he had been fed for some days by nutrient enemata. With all possible care he was removed to hospital and posterior gastro-enterostomy was done. The pylorus was scarred, but no actual ulcer was found. After the operation he rallied well and began again to take and retain food by the mouth; at the end of the ninth day he became suddenly collapsed and extremely restless; no vomiting occurred, however, nor was there any melaena, for which the stools were carefully examined; the mucous membranes, which had partially regained their colour, again became blanched, and it was evident that blood was again being lost. From this state he again rallied and lived until the fourteenth day, when a fourth haemorrhage took place and he died, apparently from sheer loss of blood. At the autopsy, a large ulcer was found on the posterior wall, just above the pylorus, firmly adherent to the pancreas and left, lobe of the liver; during the separation of these structures the ulcer perforated. The new opening was soundly united and had apparently functionated well.
In this case the loss of blood had been and continued to be after operation very great and the interference was made soon after an attack of hamatemesis; the position of the ulcer and its intimate attachment to the pancreas precluded any attempt to excise or invert it or to surround it by an occluding suture; one or other of which proceedings appear to be indicated in all cases in which it is practicable to carry them out. The case is indeed mainly serviceable as emphasizing the conclusion already formulated by others, that the mere performance of gastro-enterostomy in cases where haemorrhage is or has been actively present has no effect in preventing further loss of blood, as has been suggested on the ground that the ulcer is no longer subjected to tension during gastric peristalsis or to prolonged contact with irritating contents. Both these things are no doubt true and probably greatly assist in promoting cicatrization, but they are evidently not enough. Nor, on the other hand, does occlusion and inversion per se suffice to stop hamorrhage from a gastric ulcer, as the following case shows. Case III.-Perforation of stomach; operation wsthin five hours.; closure of perforation by suture; recovery from operation followed by repeated losses of blood by bowel; death.
T. D., male, aged 45, was admitted to Ancoats Hospital on January 12, 1909. This man was a carter in the employ of the Corporation. He had been exerting himself in loading a cart at 12.30 p.m. on the same day, and a few minutes afterwards, while at rest, a sudden intense pain was felt by him in the epigastrium, which brought him to the ground; he was brought without delay to the hospital. His last meal, which consisted of bread, ox tongue, and cocoa, had been taken at 8.30 a.m., about five hours before admission. After the attack he had been given some brandy, which rendered the pain more intense. He claimed to have been in good health until thirteen weeks previously, since which time there had been pain after food, commencing an hour after and lasting one and a half hours unless relieved by vomiting.
On admission he was a well-developed iman without any sign of having lost flesh. The intense pain had passed away, but there still remained a general burning sensation diffused over the entire abdomen, the wall of which was generally rigid; this rigidity was most marked over the upper halves of the recti muscles, and perhaps a little more definitely on the left side; there was great tenderness on touch over the epigastrium and upper umbilical region, but none over McBurney's point, where indeed there was less rigidity than elsewhere. A diagnosis of perforation was made, and the abdomen was opened in the median line above the umbilicus, four hours after the occurrence of perforation. After division of the peritoneum the cavity was still closed by omentum, which was firmly adherent beneath and also required incision; as soon as this was done large quantities of greyish mucoid fluid rushed out. The sex and age of the patient had suggested a duodenal 3,25 lesion; therefore as soon as some of the fluid had been removed by sponges that portion of the gut was examined. It was difficult to see anything, for as soon as the soaked sponges were taken away, fresh and copious amounts of fluid took their place. As nothing could be found in that portion of the gut the stomach was drawn downwards and forwards; fluid gushed out more freely than ever, but it could then be seen that it was issuing from a rounded opening on the anterior wall of the stomach just below the smaller curvature, which until then had been hidden by the liver, against the under surface of which it had been pressed; no adhesions had been formed between the two organs. The opening was the size of a.goose-quill, and, as in the next case, was the centre of a whitish patch, with the consistence of scar tissue fading away into the more supple tissues around; the opening was closed by two purse-string silk sutures superimposed. Three drainage tubes were placed, one through a stab wound in each loin, and one suprapubically in the pelvis; the first two of rubber, the latter of glass. The patient was placed in the Fowler position. No peritonitis ensued, but on the fifth day the stools contained blood, and this continued for four to five days; then there was an interval of nine days during which no further blood appeared; on January 31 a second appearance of blood was noted, which lasted for twenty-four hours, and a third on February 8, which lasted for a similar time. The drainage tubes were removed after forty-eight hours, and the suprapubic opening and that on the right side closed promptly, but the left-hand side opening continued to discharge. Eleven days later the temperature rose to 101'4' F., and on dilating this opening with sinus forceps a large amount of pus escaped; drainage was free, but the temperature continued to oscillate between 1000 F. and 101O F. Part of the tenth rib was removed in order to provide a wider opening, but the amount of pus steadily diminished without any perceptible lowering of the temperature; no fresh collection could be found, and the discharges from the wound were found to be sterile when incubated upon agar plates. Bleeding again recurred on March 6 and March 7, blood appearing in quantity in the stools, and the patient becoming exsanguine.
He died on March 8. The combination of both proceedings gives better results, but such a combination takes up more time than can always safely be spent after perforation has occurred, and it is satisfactory that occlusion is the most efficient, as in every case that has to be done if only to prevent further effusion of gastric contents; the anastomosis can be effected later when the patient has sufficiently recovered.
As an example of the operation in two stages for perforation the -follow'ing case may be cited. Case IV.-Perforation of duodenum. Enterorrhaphy. Fou,rteen days later qastro-enterostomy. Recovery.
L. I., aged 19, female, walked into the out-patient department of Ancoats Hospital at 5 p.m., on January 28, 1909. At 4 p.m., on the -same day, she had been attacked -by a violent pain in the epigastrium; after some minutes it had sunk to the level of the umbilicus, at the same time becoming much lessintense. The history she gave was that for ;several months she had suffered from pain of a much milder type in the ,epigastrium, which came on one hour after food and was relieved by -vomiting. To this statement she adhered after the operation, which disclosed a condition which did not appear to fit this anamnesis. There had been anorexia and some loss of flesh; she had never vomited blood.
-Both recti muscles were found to be rigid in their upper halves, that on the (patient's) right being rather more unyielding than the left; the .abdomen generally was tender, but the pain was much less and was decreasing. Immediate operation was decided upon. At 8 p.m., four hours after the appearance of acute pain, the abdomen was opened in the median line above the umbilicus; all the veins in the abdominal wall -were engorged, and the blood which escaped from the divided vessels -appeared to be darker than usual.
On opening the peritoneum no gas or fluid escaped; the anterior wall of the stomach was reddened and a few stray flakes of lymph were seen. On pulling the stomach forward a minute opening was seen in the antero-superior wall of the duodenum, about I in. distal to the pylorus, from which a thin whitish fluid spurted out. The opening was in the centre of a whitish thickened patch which faded away into the surrounding wall of both stomach and duodenum. It was closed by two superimposed purse-string silk sutures. Very little free fluid was found, but all the surfaces around were greasy to touch. One rubber drainage tube was placed in the right loin through a stab wound; this was removed forty-eight hours later, very little fluid having escaped by it.
As the patient bore the antesthetic badly nothing further was done at this time. A fortnight later, everything being healed and the patient in good condition, a posterior no-loop anastomosis was made; from this -also she recovered perfectly and left the hospital cured on March 12 without any pain, vomiting, or discomfort during digestion.
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When the abdomen was opened for the second operation an opportunity was thereby afforded for examination of the area originally affected. The site of the perforation was firmly adherent to the fundus of the gall-bladder, which could, however, be wiped away with gauze, disclosing a small closed spot with but little evidence of the puckering around produced by the purse-string sutures, both of which had disappeared.
That such gastric or duodenal ulcers do sometimes heal spontaneously under favourable conditions has been well known for many years, but that this result is not always accompanied by a return to normal health is also a matter of experience and is exemplified by the following case.
Case V.-Three years' history of pain and vomiting after food. Clear history of perforation one year before, confirmed by direct observation during operation. Recovery from perforation under medical treatment, but persistence of symptoms. Posterior gastro-enterostomy. Perfect recovery.
J. R., male, aged 59, admitted to Ancoats Hospital, October 28, 1907. This man had complained for two or three years of pain in the epigastrium coming on two hours after food; for the same time there had been intermittent attacks of vomiting which relieved him, and towards the end of the act on several occasions material like coffee grounds had been brought up. Twelve months before admission, on return to work after dinner in the middle of the day, he was suddenly seized by intense pain in the epigastrium which totally incapacitated him. He was carried home, and remained in a collapsed condition for some time. He was treated medically and slowly recovered. At the time of examination he said that usually he felt well in the mornings before breakfast; for this meal he had no inclination, but he could eat dinner. Two hours after dinner a feeling of distension came on, which lasted all the afternoon. About two and a half hours after dinner a dull, aching pain was felt in the epigastrium which was relieved if he could vomit, as he frequently did.
On November 1, 1907, the abdomen was opened. To an area of the anterior stomach wall about 2 in. in diameter, which was thickened and scarred, the omentum was very firmly adherent. Gastro-enterostomyno loop, posterior-was performed with a double layer of continuous sutures. Recovery was prompt; all pain and vomiting ceased at once; soft food could be taken and digested forty-eight hours later, and, from being somewhat emaciated, he began to put on weight, gaining 3 st. in the following two and a half months. When seen again in February, 1909, fifteen months after operation, he said that he had been at work as a painter, often on scaffolding high above the ground, since January, 1908, and had not been absent from work for a single day. He could eat anything with enjoyment, and without any sequent pain, vomiting, or eructations of gas, whilst the bowels had always acted perfectly. The rate and completeness of recovery appear to differ greatly in different persons; thus in the first case mentioned but little improvement was seen during the first fortnight, although in the end the result was 329 C all that could have been wished; the patient began to put on weight after the third week, but for months there were frequent and annoying eructations of foul-smelling gas, though these ultimately and entirely disappeared. In another case, in which the stomach was much dilated, although pain quickly disappeared, general improvement did not show itself for five months, but then became steady and marked. In the last, and one may fairly say in the majority of cases treated by the posterior no-loop operation, the improvement was rapid, whilst eructation, vomiting, and pain were not seen at all from the time of operation. Occasionally the usual well-known symptoms 9f gastric ulcer are associated with nerve conditions also apparently relieved by gastro-enterostomy, though it is difficult to understand in what way their elimination is brought about. The following case is a good instance of this. B. H., female, aged 31, admitted to private hospital, January 6, 1905. For some years she had complained of pain occurring about two hours after food; this pain was situated in the epigastrium and right hypochrondrium; there had been intermittent vomiting which always relieved the pain; this vomiting was becoming more frequent and was peculiarly sudden. Hypermsthesia was marked in the epigastric region spreading downwards and to the right along the costal margin; the epigastric pain was increased by pressure. There was a history of hoematemesis seven years previously, but no blood could now be found on examination of the vomitus; occult blood was, however, found on three occasions in the faeces with the benzidene test. Associated with this there was pain along the entire course of the ulnar nerve from the shoulder to the fingers of the right arm; this was persistent and continuous and had been present for over six months; yet there was no herpetic eruption over the nerve or any atrophic change in the parts supplied. Pressure over the course of the nerve appeared to intensify the pain and the line of distribution was mapped out with fair accuracy.
On January 8 posterior gastro-enterostomy was done. There was some whitish discoloration over the first part of the duodenum, but the pylorus was normal and the stomach not dilated. She made a good recovery, all vomiting and gastric pain disappearing; at the same time the pain in the arm vanished and there has been no return of either up to the present date (March, 1909) .
The operation of gastro-enterostomy is usually performed for cases of gastric or duodenal ulcer, but is also capable of yielding excellent results in gastric carcinoma where excision is impracticable, as in the following case.
Case VII.-Gastric carcinoma, affecting body and entire smaller curvature;
feeble condition of patient. Posterior anastomosis with jejunum. Recovery with greatly improved appetite and loss of all pain during digestion; increased weight.
Mrs. H., aged 65, admitted to private hospital, February 10, 1909; sent by Dr. E. E. Smith, of Hyde. This patient had complained of some discomfort beneath the ribs on the left side for four years, more or less increased by food. (No definite details were obtainable.) Fifteen months before admission she had noticed a small hard mass on the right side beneath the costal margin, but had not paid much attention to it as it was not painful. For the last nine months, however, steadily increasing pain had been felt after food, which latterly had become intolerable; so intense was it that she was not able to sleep. She noticed that the pain was always worst at night; food induced acute exacerbations which made her roll on the floor in a fruitless endeavour to obtain relief. For some six weeks she had required hypodermic injections of morphia. She did not vomit much or often, but had had waterbrash several times: she had never brought up blood. For the last four months there had been notable loss of weight. The bowels were constipated, and the stools were said to be ribbon-shaped: defaecation was said to increase the pain. On the right side, midway between the costal margin and the umbilical plane, a nodular hard mass could be felt which was movable laterally, slightly tender to touch, and about the size of a walnut. Manipulation of this mass started visible peristalsis, which excited the pain. A provisional diagnosis of carcinoma was made, but its location appeared more likely to be the transverse colon than the stomach.
On February 17, 1909, an exploratory median incision was made above the umbilicus; the transverse colon proved to be free, but the pyloric vestibule was the seat of a cancerous mass, several secondary nodules being scattered over the body of the stomach, and numerous hard glands could be felt in both the upper part of the great omentum, and especially in the gastro-hepatic omentum along the lesser curvature as high up as the cardiac opening.
It was evident that removal of the major part of the stomach would be necessary if any attempt at radical cure was to be made. The condition of the patient and the fact that anesthetization was very badly borne appeared to negative this; posterior gastro-enterostomy was therefore done, the jejunum being united to a clear area at the fundus of the stomach, and the abdomen closed. Even this was evidently almost too much, and shock was, for a few hours, pretty well marked. After recovery from this condition she became very restless, and complained of much pain, chiefly in the back between the shoulders; morphia and atropine, however, relieved her, and after the sleep thus induced she awoke much easier. This improvement continued, and, having regard to her age, she was encouraged to get out of bed on the eighth day. She found that the upright position was the most comfortable during the earlier days, though within a fortnight she was comparatively free from pain in every position, and this helped to induce her to get out of bed quickly. By the end of a month she was able to return home, having slightly increased in weight, being able to take and digest food with comfort, and sleeping for four to five hours every night. Later, pain of a dull aching kind was complained of, mainly across the spine about the level of the twelfth dorsal vertebra, evidently due to the presence of the carcinoma; but this was not increased by food, and was very much less than before the operation.
On March 10, in reply to a letter of mine, regretting that no more could be done for his patient, Dr. Smith writes: " I am quite satisfied with the result; it is nice to feel that there is very decided relief. One feels quite justified for having persuaded her to submit to the operation."
Instances of hour-glass or bilocular stomach are not very frequent, but Veyrassart has collected a series of seventy-six treated by gastroenterostomy: three only were treated by a combination of gastrogastrostomy and gastro-enterostomy, two by Moynihan and one by Hochenegg; all recovered. I have one example of the same kind to record.
These cases present a very definite problem to the surgeon, as to the solution of which there is room for much difference of opinion. Veyrassart lays great stress upon the necessity of uniting the intestine with the cardiac pouch, as if done with the pyloric pouch, and the operation cut short, the result will not be good. Twenty-eight operations have been recorded by Pinatelli, in five of which the pyloric pouch was utilized, with four deaths. In Veyrassart's list the pouch is only specified in twenty-one; in thirteen of these the cardiac pouch was utilized, without death; in eight the pyloric pouch, with six deaths. Guinard reports a death from this cause. Bier, Moynihan, Sidney Martin, Bilton Pollard and Hartmann have all had cases in which the attachment of intestine to the pyloric pouch has been followed by a fatal result. In some of these, as in that of Guinard, the pyloric segment has been so large as to appear to constitute the entire organ, the small cardiac pouch being only discovered post-mortem. In all cases it is evident that a very careful search must be made for this possibility before the anastomosis is made, and if gastro-enterostomy is the only operation performed the opening must be made into the cardiac pouch. When, however, it is combined with gastro-gastrostomy, which eliminates the division between the two pouches, it would seem more reasonable to drain the most dependent, the pyloric pouch. Of the two operations, however, the gastro-enterostomy is undoubtedly the most essential, and, as it is impossible beforehand to feel certain that a patient requiring both will be able to stand the prolonged aniesthesia and manipulation which the combination demands, the anastomosis will naturally be done first; and as this may be all that can be done, it follows that it will be done with the cardiac pouch, so that the decision would seem to be already made by the circumstances inevitably present in such cases leaving no alternative. The theoretical advantages which might be found by a combination Sof gastro-gastrostomy with pyloric gastro-jejunostomy would seem doomed to remain theoretical only. Certain surgeons have attempted to drain both pouches, and the methods of Clement and Monprofit are intended to effect this object; both, however, are tedious, and would appear to be open to the risks of internal hernia later, between the two attachments.
In the Revue de Chirurgie, March, 1909 , Delore and Alamartine, in an exhaustive paper on this subject, advocate strongly removal of the median portion of the stomach, including the constricted area which in the three cases they report, as also in eleven cases reported by Riedel and quoted by them, was caused by callous but still active ulceration. In those cases the pathological findings left it certainly an open question whether the surgeon had to do with an ulcerated cancer or with an ulcer on which cancerous changes were engrafted, but in either case showing urgent need for entire removal. The case I have to report is scarcely parallel; even if, as would seein probable, the condition was initiated by the contraction of an ulcer, at the time of operation that ulcer had entirely disappeared and had left no trace of rits presence, neither external scarring, thickening of tissues, nor internal lesion being discoverable; there was, therefore, no urgent necessity of that kind to influence the operative decision. For more than nine years she had suffered from attacks of epigastric pain and vomiting; after soine months of this she had a sudden attack of very acute pain, which was followed by an illness which confined her to bed for fourteen weeks, and was diagnosed as " inflammation of the bowels"; from this she slowly recovered and returned to her duties in the post office. During the ensuing years she had several minor attacks of vomiting, sometimes with pain, sometimes without; these attacks frequently came on about 2 o'clock in the morning, and had no connexion with the menstrual periods, which were regular and painless. Latterly the attacks had become more frequent and severe, whilst she had lost weight; a year previously her weight was 9 st. 7 lb., at the time of admission it was 8 st. 2 lb.
The advantages of X-ray examination, so well described by my friend, Dr. Barclay, at the January meeting of the Electro-Therapeutical Section of this Society, were very evident in this case; indeed, it cleared up completely what before was a somewhat puzzling condition.
At the time of examination there was but little definite evidence, and what there was was conflicting; there was the history of persistent vomiting, but the contents of the stomach on analysis proved to be normal; there was no occult blood, no hyperhvdrochloria, no sign of fermentation; some little hyperoesthesia was noted posteriorly on the left side on one occasion, but on a second examination this could not be found; neither Wolffler's first or second sign was present; Von Eiselberg's and Moynihan's tests with seidlitz powders were not applied, because in one of my previous cases of gastric ulcer very serious, and for the moment apparently dangerous, symptoms followed the sudden distension with C02. Prolonged, violent, and excessive vomiting, with the ejection of quantities of blood, was the result in that instance, and ever since I have used such tests with great reluctance. The present patient was seen by other members of the staff, and the general opinion, including may own, was that it was a case of neurosis, but the use of the fluorescent screen quickly demonstrated the actual condition. The accompanying photographs were taken. In the first (fig. 2) , a small stomach is seen ending somewhat abruptly at a higher level than usual; the visible portion was in a state of violent peristalsis, which produced FIG. 2 Bilocular stomach. Shows small cardiac pouch (a) . marked contractions at the lower end; some of these can be seen in the photograph. In the second plate ( fig. 3 ), taken ten minutes later, the niain mass of food can be seen lying nearly as low down as the cascum, whilst a thin line unites the two collections.
At the operation, precisely this configuration was found. The stomach, far more than any other I have seen, resembled a length of large intestine with a well-marked constriction near the centre; at this point the stomach was contracted until the calibre would barely admit two fingers.
FIG. 3.
Same case, ten minutes later. Shows large pyloric pouch connected by narrow tube with cardiac pouch (view from behind).
The upper border corresponding to the lesser curvature was not affected, the greater curvature only was implicated; this was drawn gradually upwards so that the pouches (cardiac and pyloric) communicated by a narrow channel at their upper extremities. Although the history pointed to cicatrization of an ulcer as the producing cause, no trace of such an ulcer, or of its scar, could be found; the external surface was perfectly smooth and of normal colour, nor when the stomach was opened in this area could anything abnormal be seen in the mucosa. As it was doubtful if the patient could stand a combined operation, posterior gastro-enterostomy was first done between the cardiac pouch and the jejunum; when this was finished, as her condition remained good, and she was taking the anaesthetic well, gastro-gastrostomy was performed, uniting the two pouches by an inverted U-shaped incision after the method of Kammerer, which restored the normal shape of the stomach. The patient recovered without any unfavourable symptom, and returned to her home on March 7, having had no pain or tendency to vomit. But the after-history of the case renders it, perhaps, a more interesting subject for discussion. Whilst she remained in the hospital, and more or less in the recumbent position, progress was rapid and uneventful; her food was taken With appetite and digested with ease, whilst her general condition rapidly improved. But a week after her return home she began again to complain of dull pain and a sensation of weight and dragging referred to the site of the pyloric pouch, with occasional vomiting. X-ray examination showed the bismuthized food collecting in the lower pouch; this had evidently passed over the new stoma without escaping through it. If these symptoms persist, I intend later to reopen the abdomen and to excise the pyloric pouch, closing the stomach above and the duodenum below, as Alamartine, Delore and Mayo advise, trusting to the anastomosis already made. On this point, however, I look forward with interest to any discussion which may follow. (This was written in April; in May, matters began again to improve, and on the 31st of that month the accompanying photograph ( fig. 4) was taken, showing a great improvement in the size and shape of the stomach, but some defect in motility, peristalsis being sluggish and wanting in force. The general condition was much more satisfactory, fully justifying the policy of delay.) All these operations, with the exception of one done in 1902, have been the posterior no-loop operation of Mayo and Moynihan. I have not seen any vicious circle vomiting afterwards in any of my forty cases. The technique of the operation is now practically settled, and is familiar to all surgeons; one point, however, first described by Mayo, may be worth referring to. That writer drew attention to a triangular fold of peritoneum in certain cases descending from the duodeno-jejunal opening and losing itself upon the jejunum; he advised its removal before anastomosis was performed. It will also be in the memory of all abdominal surgeons that a discussion arose some months back as to the correct line of apposition between the two viscera. May it not be that this fold indicates the proper angle at which the united jejunum should lie, and that, so far from removal, it should itself be retained as an additional means of strengthening and supporting the line of union? In two of my cases it was observed and was used in this way. The result was good, and in the later cases the angle so indicated has been followed as nearly as could be done.
Another point to which I have as yet seen no reference is the peculiar naked-eye appearance of the first 7 in. or 8 in. of the jejunum; this coil, which is the one desired for anastomosis, looks as if it had been sodden; it has not* the, polished surface of the rest of the small intestine and is covered by a number of minute eminences. There is besides a curiously "moulded " appearance as if the gut contained putty which had been irregularly compressed. Of course, the surgeon relies mainly upon the fact of its emergence from the duodeno-jejunal opening, upon its anatomical position in fact, to assure himself that it is the coil required, but this is a confirmation which supplies additional certitude, and is therefore welcome. I am not sure that this is always the case, but I have seen it in so many that I should confess to a feeling of doubt and uneasiness if it were not recognizable. For approximation of the two viscera, and for ensuring their constant relative position during the act of suturing, a three-bladed forceps has proved extrenmiely useful;the original model is a German one, which I have modified so as to make it lighter and more effective (fig. 5 ). Mr. C. J.
Bond considers that the use of any clamps increases the tendency to the eversion of the mucosa and produces stagnation of the circulation in the compressed tissues, thus decreasing the prospect of a satisfactory union. He therefore prefers that the viscera be held together by the fingers of an assistant during the work. I have not found these conditions, which undoubtedly exist, to have any serious effect, and the additional security against escape of contents during the process of suturing, with the certainty of retaining the relative positions of the viscera throughout, appear to more than compensate for them.
In the operation of partial gastrectomy the want of fitting suitable clamps is most evident. Many surgeons appear to use clamps originally designed for operations upon intestine, and these fail when brought to bear upon the stomach walls. I have seen a Doyen's clamp snap across with the strain, permitting the contents of the stomach to escape into the peritoneum, with a fatal result. But the more usual mishap is due to the crossing of the blades, so preventing due apposition throughout their whole length. Moynihan's clamp, heavy as it is, has this defect. To ensure the meeting of the tips, Kocher has designed a clamp with a cross-bar attached to one blade in which are openings which fit over a blunt spike at the end of the other; it must, however, be obvious that the distance of these openings from each other will determine the amount of pressure produced irrespective of the wishes of the operator. Moreover, the fixing of this cross-bar is a matter of some difficulty in the position in which it has to be used and it is awkward and clumsy in action.
The walls of the living stomach are different from those of any other organ in the body; they are muscular and tend to retract forcibly when divided, much more forcibly than those of the intestine, which most closely resemble them. They are lined by a slimy membrane and when two such surfaces are held together they tend to slide over one another; such walls are therefore peculiarly difficult to maintain in definite contact; slowly and insidiously the one ceases to lie exactly in the same relation to the other, gradually they slide past each other until one is free in the centre, and of course all control over the fluids within is immediately lost. The instruments shown (fig. 6 ) are specially constructed for this work; the large eye of the upper blade fits over the bent probe-like extremity of the lower so as to ensure both the parallelism of the blades, and to prevent the escape upwards of the organ compressed; an occurrence frequently noticed when instruments acting upon a central hinge are used. The strong steel pins in the upper blade after penetrating both coats of the stomach fit into openings in the lower blade, and thereby effectively prevent any sliding of one coat over the other when both are divided. These instruments are made in pairs, so that these pins are in each case nearest to the line of incision. When they are firmly closed it is impossible for the contents to escape even if the stomach is cut fairly close to their edges. As already stated, I have recently had two mor, cases of partial gastrectomy, so that these clamps, which had previously been tested upon the stomachs of animals and upon the cadaver, have now been also tested upon the living human stomach and have amply proved their efficiency. These instruments, as well as the three-bladed clamp, have been made for me by Messrs. Mayer and Meltzer, of Great Portland Street.
I have to thank my colleagues of the Ancoats and Jewish Hospitals, especially Dr. Craven Moore and Dr. Graff, for their courtesy in sending me cases, and Dr. Bythell and Dr. Barclay (chiefs of the radiographic department at Ancoats) for the many valuable photographs and drawings with which they have supplied me, some few of which I have shown to-night.
DISCUSSION.
Mr. LEONARD BIDWELL said the paper traversed a great deal of ground, and he would only refer to one or two points. With regard to partial gastrectomy, he was glad to hear that Mr. Bishop now performed gastrectomy by closing the two ends and doing a gastro-enterostomy. The only difference in the procedure which he (Mr. Bidwell) suggested was that he would find it easier to do a gastro-enterostomy before removing the growth. The best procedure was to divide the stomach near the pylorus, and detach the gastrohepatic omentum and the great omentum, then one could pull the stomach up, exposing the posterior surface of the cardiac end of the stomach, and it would be found easy to do the gastro-enterostomy before the tumour was removed. He congratulated the author on the result of his gastro-enterostomies, as malignant cases as well as those of ulcer were included. He thought results published giving about 1 per cent. mortality for gastric ulcer were misleading, and Mr. Bishop's forty cases with only three deaths was a very satisfactory result. He (Mr. Bidwell) was able to relate a case of hour-glass stomach which was treated by double gastro-enterostomy. The case was sent to him as one of ovarian tumour, which showed how great was the dilatation of the pyloric part of the stomach. There was a separation of 2 in. between the gastric and pyloric portions of the stomach, and between the pyloric portion and the duodenum was a narrow channel about 12 in. long, so that if he had simply done a gastro-enterostomy in the gastric portion of the stomach, he would have left the pyloric portion, a large cystic swelling, undrained. It was therefore essential to drain it into the jejunum. He took precautions against strangulation in the loop between the gastro-enterostomies by suturing the jejunum with a few interrupted sutures to both gastric and pyloric portions of the stomach. There was practically no part left free. The result was absolutely satisfactory. He never used intestinal clamps, as he always felt that they might damage the vitality of the parts, and he felt no dread of the escape of stomach contents. Moreover, stomach contents were not really very irritating, especially as they only touched the outer surface of the stomach or jejunum, and there was no chance of their getting inside the peritoneum, because if one operated with a fairly small incision, the incision was completely plugged up by protruded intestine and stomach. Therefore he regarded the question of the escape of stomach contents as rather a bugbear. He kept stomach and jejunum in apposition by sutures passed -as guides, and he avoided the use of clamps.
Mr. Bishop's clamps were very strong and likely to prevent slipping, but he (the speaker) would not like to put those formidable teeth through a stomach with which he was dealing. The author said he had not seen a vicious circle after the posterior operation. No doubt a vicious circle would occur after the posterior operation when a loop was left between the first part of the jejunum and the anastomosis. He thought every surgeon would agree that a gastroenterostomy which was done in a case where there was no stricture of the pylorus was only of temporary avail; that as soon as the spasm of the pylorus subsided the food would pass through the pylorus again, and the gastroenterostomy would be practically useless. Therefore, in operating for duodenal ulcer, he thought it could not be said that a cure was obtained by gastroenterostomy unless steps were taken to occlude the pylorus, because the discharge of stomach contents over the cicatrized duodenal ulcer was liable to be followed by a return of the ulcer. He had had two cases of duodenal ulcer which had recurred with severe hbmorrhage a couple of years after gastroenterostomy; and since that time he bad always occluded the pylorus at the same time as he did the gastro-enterostomy.
Mr. CHILDE congratulated Mr. Bishop on the selection of cases which he had brought forward, as any surgeon who had done much gastric surgery would at once recognize that they were all instructive cases, and typical of the conditions met with. He had operated upon the stomach between eighty and ninety times during the last ten years, and had had examples of almost all the cases Mr. Bishop had dealt with. He had had three cases of hour-glass stomach. In one of them the distal pouch was small and was neglected, and no inconvenience resulted. In another there were two large pouches, and a double gastro-enterostomy was done, and with a perfect result; the patient was as well off as after simple gastro-enterostomy for an ordinary case of pyloric obstruction. The third case occurred in the first operation on the stomach he performed; there was a very long history, and the patient had a lump at the pylorus which was palpable; he opened the abdomen with the view of doing gastro-enterostomy, found a dilated stomach, and performed the anastomosis, but the patient was not relieved and died shortly afterwards; the post-mortem examination showed a pyloric ulcer, a dilated distal pouch to which anastomosis had been performed, and beneath the ribs was an enormous cardiac pouch, which had been missed at the time of the operation. He published it at the time as a warning, and there were other published cases in which a similar mistake had been made. A similar error was not likely to occur to him again, and it was unfortunate that it should have been his first stomach case, but under such circumstances it might easily occur to anybody. With regard to perforation, he thought all surgeons must gratefully recognize that general practitioners were becoming alert to the fact that immediate operation was an urgent necessity, and his experience during the last two years had been very happy in this respect. He had been summoned and performed operations within two hours of perforation, and when that was the case one could almost ensure a good result, and a gastro-enterostomy could be performed at the time that the perforation was closed, as he had done in his last five cases. One medical man, upon whom he operated last year, perforated while in his motor car at 2 o'clock, and by 4 o'clock the perforation had been closed and gastroenterostomy done. If the patient was not seen until some time after perforation it would often be impossible to do the double operation. He had some time ago invented a clamp, which he had not published because a traveller walked into his consulting room with a similar clamp which had been made abroad. It enabled one to adjust the pressure of the blades exactly as desired.
Mr. W. G. SPENCER asked Mr. Bishop to explain his line of incision into the jejunum in relation to the fold shown on the skiagram. With regard to the question of using clamps, he thought two sorts of clamps were requiredone for crushing thick portions of stomach and intestines, and a fine clamp to be applied along the line thinned by crushing. If one had a strong clamp, and so large as to meet the objections of Mr. Bishop, it would be so much in the way for the rest of the suturing. A fine clamp was needed when tucking in and suturing up.
Mr. STANMORE BISHOP, in reply, thanked members for discussing what he felt was a very incomplete paper. He proposed to try Mr. Bidwell's suggestion of doing gastro-enterostomy before removing the portion of stomach. He had not done it up to the present time, because he had been afraid he might find it necessary to remove more of the stomach than at first seemed likely, and then the gastro-enterostomy might be in the way. Obviously in certain cases it would be very useful. He asked Mr. Bidwell how long it was since the double gastro-enterostomy was done, because the adhesions between the peritoneum tended to separate after a time. One might put stitches into the peritoneum, jy-28a and interrupted sutures uniting the structures in the peritoneum, coated with that membrane, and in two years afterwards those surfaces would be free and loose. He gathered that the speaker merely put sutures through the peritoneal surfaces opposed. No doubt there was a sufficient union at first, but the ultimate result was as he had said. He asked whether his case had been done long enough ago to eliminate the possibility of that danger. The objection to the teeth in the clamp which he showed was much a matter of opinion. He asked whether Mr. Bidwell could consistently object to the teeth in the clamp, the points of which were inverted into the re-united stomach, when he used needles with absolutely no anxiety in putting in sutures so as to invert the stomach. He also wondered how Mr. Bidwell occluded the duodenum. One could always get a temporary occlusion at the pyloric portion by putting sutures round it and stitching through it. It had been shown in the days of Travers that all sutures passed into the intestine gradually worked their way into the intestine, and were discharged through the lumen of it, and the intestine regained its normal calibre, so that the occlusion could only be temporary, unless one excised a portion of the pylorus or of the intestine and closed the ends so that they were absolutely separated. With regard to the position of the incision in the jejunum, it was behind that fold. If one opened the gastro-colic omentum and brought out the stomach through it, it would lie behind that fold. The fold was attached to the line of suture and came down over it, and shielded it in the same way that one shielded the same line when one fixed the gastro-colic mesentery around the edges of the occlusion which had been already made.
